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El 10 Z A Varied patterns of dyskaryosis are encountered during cervical cancer screening. The relation of these to squamous carcinoma of the cervix remains uncertain, this being especially so for mild dyskaryosis. cells were present and interpretation was hindered by inflammatory changes. It was considered by the reviewers, however, that in each smear the dyskaryosis was probably severe. Dyskaryosis of moderate degree was present in the smears of four patients. No instance of mild dyskaryosis was found.
Only one smear showed the changes of HPV infection without associated dyskaryosis. In view of the current prevalence of HPV infection the smears were re-examined to determine whether evidence of it had been overlooked in the presence of dyskaryosis, but it could not be detected in any of the other smears.
Discussion
In these patients there was a predominance of severe dyskaryosis in smears taken up to 18 years before the diagnosis of carcinoma. In contrast, we found little or no evidence of HPV infection or mild dyskaryosis. As noted by others,4 it was difficult to compare our results with some previous studies because of variable nomenclature. Paterson et al (1984)5 described 34 smears taken up to eight years before a carcinoma as containing either malignant cells, cells suspicious of malignancy, or severe dyskaryosis. No mention was made of mild dyskaryosis or HPV infection. Stanbridge et al (1992) 4 included in their study 43 smears taken up to 10 years before diagnosis of fully invasive carcinoma. Six showed mild dyskaryosis or evidence of HPV infection. These were all found in younger women, however, many of whom had smears taken while attending maternity clinics and at an age when these mild abnormalities are most common. Of those who developed carcinoma when over 40 years of age, all except one, whose dyskaryosis was difficult to grade, showed evidence of a high grade abnormality as in the Bethesda classification.6
Our study suggests that mild dyskaryosis in a cervical smear must be a very rare forerunner of invasive disease. The prevention of cervical cancer depends on the detection and treatment of severe dyskaryosis and, to a lesser extent, of moderate dyskaryosis. The predominance of severe dyskaryosis even in smears taken many years before the cancer develops is also difficult to reconcile with CIN lesions which gradually progress in severity. This correlates with recent histological studies which have found that severely dyskaryotic smears are associated with extensive CIN 3 lesions in the cervix. It was found that squamous carcinoma arises from these rather than from the smaller CIN 3 lesions which are sometimes associated with mildly dyskaryotic smears.'7 It was considered that these pre-cancers arise not from progression of low grade CIN, but from expansion of a high grade lesion. Our cytological findings are in keeping with the evolution of squamous carcinoma in this manner. They suggest that the phase of expansion of aggressive CIN lesions often occurs many years before invasive disease arises. If these findings are confinned it would be more logical to report cervical smear abnormalities as being either of low or high grade as in the Bethesda system,6 rather than to distinguish between different degrees of dyskaryosis and HPV infection as is the current practice.
We are grateful to all the pathologists who submitted or reviewed cervical smears for this study.
